Abstract In January 2014, the Affordable Care Act extended access to health insurance coverage to an estimated 30 million previously uninsured people. This issue brief provides state-level estimates of the increased demand for physician and hospital services that is expected to result from expanded access and assesses the sufficiency of the existing supply of providers to accommodate the anticipated increase in demand. We project that primary care providers will see, on average, 1.34 additional office visits per week, accounting for a 3.8 percent increase in visits nationally. Hospital outpatient departments will see, on average, 1.2 to 11.0 additional visits per week, or an average increase of about 2.6 percent nationally. Increases of the magnitude likely to be generated by the Affordable Care Act will have modest effects on the demand for health services, and the existing supply of providers should be sufficient to accommodate this increased demand.
OVERVIEW
Since January 2014, some 11 million formerly uninsured Americans have gained health insurance coverage under the Affordable Care Act (ACA).
1 In addition to providing financial protection against high health care costs, the law should improve access to care, though this will depend partly on the availability of health services. This issue brief examines the expected new demand for health services in each state as a result of the ACA's coverage expansion and draws inferences about the capacity of the health care workforce to meet the new demand. Most analysts anticipate that the insurance expansions will not lead, in the aggregate, to substantial strains on the health care delivery system. The Centers for Medicare and Medicaid Services' Office of the Actuary projects an increase of about 2.1 percent in aggregate health spending, with larger increases in prescription drug spending and smaller increases in inpatient care spending.
2 Studies of the impact on use of certain services, mainly primary care, indicate that the coverage expansions are likely to lead to between 15 million and 26 million additional primary care visits annually and these studies project that between 4,300 and 7,200 additional primary care physicians will be needed to meet these new demands. 3, 4, 5 The health law's effects on demand will likely vary substantially by state, as the number of people gaining health coverage and the supply of physicians both vary by state. Most earlier analyses assumed that the primary care physician supply is currently fully utilized, so that new demand would require new resources to maintain
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access to care. But newer research demonstrates that the intensity of health service use varies considerably across the United States. The Dartmouth Atlas of Health Care shows, for example, that only 60 percent of Medicare beneficiaries in the Bronx, N.Y., saw a primary care physician in the preceding year, compared with about 90 percent of beneficiaries in Florence, S.C. 6 Moreover, provider supply is not correlated with consumers' access to care, as evidenced by the large and persistent variations in waiting times for physician appointments among U.S. cities.
7
Part of the reason for this disconnect between supply and access is that differences in how health care systems are organized across localities and regions substantially mediate variations in physician supply. For example, compared with a solo practitioner, a physician working in a group practice can see 12.2 percent more patients, in part by utilizing nonphysician health professionals on staff or electronic health record-enabled communication. 8, 9 Patient-centered medical homes and nurse-managed health centers also can offer expanded access to care, holding physician supply constant.
10
Our study, which draws from the Medical Expenditure Panel Survey and findings from previously published studies, provides new estimates of the ACA's likely impact on utilization of health services, including primary care, medical and surgical specialty services, pharmaceuticals, and inpatient and outpatient hospital services. We then compare these demand estimates with measures of supply and compute the likely rates of new patient visits per provider. Finally, we assess the relationship between the supply of physicians and access to care. (For more about the study's design, see the box on the opposite page and "Appendix. Study Methodology in Detail" on page 7.)
FINDINGS

Impact on Utilization Will Be Nominal
Our analysis indicates that the ACA is expected to result in roughly 20.3 million additional primary care visits nationally, with people newly insured through the marketplaces accounting for more than a third of these visits, or about 3.8 percent above base (Table A) . Emergency room visits by the newly insured are predicted to increase by 1.1 million, with those gaining Medicaid coverage accounting for more than two-thirds of these visits (Table C) .
Overall, our projected increases in health care utilization are small. Only 17 states are expected to experience increases in primary care visits that exceed 4 percent, and only seven states are expected to see increases of greater than 5 percent; the U.S. average is expected to be 3.8 percent (Table A) . The ACA's impact on medical and surgical specialty services is projected to be even more modest, with increases in medical and surgical specialty use projected to range from less than one-half of 1 percent in Massachusetts to just under 2 percent in New Mexico (Table B) . Projected increases in outpatient service use are similar to those for primary care services. With the exception of six states, the vast majority of the country is expected to experience increases in outpatient care utilization of no more than 4 percent ( Table C) .
The ACA is also expected to bring about very modest increases in prescription drug use. In all but two states (New Mexico and Oregon) increases in prescription drug use are expected to be below 2.5 percent. Increases in inpatient service use will likely vary considerably across states, with the West experiencing a 4 percent average increase, compared with a 3.4 percent increase in the South and a 2 percent increase in the Northeast (Table C) .
Projected Additional Visits per Doctor Will Vary Across States
Exhibit 1 illustrates how the ACA will affect the average number of primary care visits per primary care physician (including doctors in community health centers) across the states. The map on the left shows these ratios in 2010 before ACA's implementation, while the map on the right, which combines pre-ACA figures with figures for the projected visit increase, shows the ratios following ACA implementation.
Baseline visit rates vary substantially across regions. States in the Northeast (including Maine, Massachusetts, New York, and Vermont) have the fewest visits per primary care doctor, with doctors averaging around 1,500 visits annually. Colorado and California, with about 1,800 visits a year, also have relatively low visit-per-doctor ratios. States in the South and Midwest and in the West and Southwest have higher visit-per-doctor ratios. Utah's visit-per-doctor ratio prior to ACA implementation was the highest, at 2,488; this is projected to rise to nearly 2,600, once the law is fully implemented.
A comparison of states pre-and post-ACA suggests that only a few will see noticeable increases in visits after the ACA expansions take full effect. The law's impact on primary care visits is projected to vary substantially by region, with states in the Northeast expected to experience the smallest rise. Seven states are projected to experience increases in primary care visits per doctor per year that exceed 100, or between 2.1 and 2.7 additional visits per week. Table D details, by physician and service type, the anticipated number of new visits per provider per week across types of providers. On average, the expansion forecast is for roughly 70 additional visits annually for a primary care physician, or 1.34 visits a week.
Most specialties will see much smaller weekly increases in use by comparison. Some new utilization is expected to occur in hospital outpatient departments. The largest increases are expected in the South and West, where these regions' outpatient departments are expected to see growth of about 5.7 and 7.3 visits a week per outpatient department, respectively.
HOW WE DESIGNED THIS STUDY
Our findings on the impact of the ACA expansion on health care use and resource supply are best understood in light of how we structured our study. We conducted separate analyses for the newly insured who gained coverage under the ACA's Medicaid expansion and those who gained coverage in the ACA's health insurance marketplaces, as these populations differ demographically and in their use of care. (We assumed that all states participate in the Medicaid expansion, even though several states have not moved forward with this expansion. Therefore, our estimates incorporate a larger increase in service utilization than is currently likely.) Our projections are based on analyses of the experience of previously uninsured people who obtained coverage at some point between 2006 and 2010.
We also account for the likely difference in utilization between people who moved from uninsurance to insurance in the past and those who gain eligibility under the ACA. Many people who formerly gained access to Medicaid did so because they were already ill and had been admitted to a hospital that then enrolled them in coverage; many women gained coverage because of pregnancy. The population gaining coverage under the Affordable Care Act is likely to be relatively healthier and to use less inpatient care than previously. To account for this potential bias, we calibrated our estimates against the estimates of Finkelstein et al. from the Oregon Medicaid experiment.
11 It is less clear how the marketplace population differs from those who gained coverage in the past. Historically, some people who gained access to group insurance may have done so in anticipation of future health needs, resulting in a less healthy population of newly insured individuals compared with those enrolled under the ACA because of the mandate to enroll and subsidies provided. At the same time, some of those who will be eligible under the ACA for nongroup coverage would have been denied such coverage in the prior unregulated market, making the new nongroup risk pool sicker than in the past.
Additionally, our projections of increased visits are aggregated by type of services and settings: primary care, including internal medicine, family practice, and pediatric care (Table A) ; specialty care, including ob/gyn, psychiatric, medical specialty, and surgical services (Table B) ; and other services (emergency room, outpatient, inpatient, and prescription drugs) ( Table C) .
Physician Supply Does Not Predict Primary Care Access
Increases in visits per provider, such as those projected above, may not lead to worse access to care. As Exhibit 1 shows, rates of primary care visits per physician varied considerably before implementation of the ACA. Across states, however, high rates of primary care visits per physician did not always reflect low physician supply, since utilization rates depend on both the supply of doctors and the rate at which people use their services (Exhibit 2). Visits per doctor are lowest in the Northeast, both because this region has the highest supply of primary care doctors (though many may be part-time) and because insured residents of these states make the fewest visits to primary care doctors annually.
The high ratios of visits per primary care doctor observed in Midwestern states, such as Indiana, by contrast, occur both because people in this region use more primary care and because primary care supply is relatively low.
Visits per primary care physician, in turn, do not translate directly into variations in access to care, because of differences in utilization patterns and in the organization of medical practice. Paradoxically, delays in gaining access to primary care are systematically greater, not fewer, in areas with more primary care doctors. The delay between seeking care and getting an appointment is generally shorter in the South than in the Northeast or West, and substantially shorter in Indiana than in New York (Exhibit 3). These results, drawn from a large dataset in 2003, are consistent with a more recent study examining waiting times and physician supply in 2012. 
POLICY IMPLICATIONS
One of the principal reasons for extending health insurance coverage is to increase people's access to needed health services. Although analysts have expressed concern that greater access to care will strain the service delivery system, our projections suggest that increased use of health services by the newly insured will be relatively modest for most services. The greatest increases will be in primary care, followed by inpatient and outpatient care. The U.S. health system is likely to be able to absorb these increases. Use of primary, emergency, inpatient, and outpatient care varies substantially across the country, and these variations do not appear to be correlated with delays in access to care. The variation in use patterns supports the idea that anticipated increases in doctor's visits by the newly insured can be accommodated through organizational changes and changes in practice patterns.
13 Plausible structural changes, some of which have already occurred, include physician pooling and greater use of nonphysician health professionals, such as nurses and physician assistants, as part of a team-based approach. 14 In addition, technological advances are also likely to play an important role in improving the efficiency of health care delivery. Notably, the use of telemedicinethe exchange of medical information via electronic communication-has already shown promising results in managing common chronic illnesses at home and reducing time spent at physician offices to manage these diseases.
15
It is critical that the expansion of health insurance coverage leads to improved access to care for those who were previously uninsured and does not limit access for those who already have coverage. Our results suggest that the current supply of primary care physicians and physicians in most specialties is sufficient to ensure this result will hold.
APPENDIX. STUDY METHODOLOGY IN DETAIL Overview
We used the Medical Expenditure Panel Survey (MEPS) to estimate current utilization rates of specific health services at the national and regional level. We allocated this utilization to states within each region.
Next, we used MEPS to project additional use of health services under the Affordable Care Act (ACA) by income eligibility group. Projected increases in service utilization were calculated by taking the number of projected additional visits and dividing it by the baseline current utilization rates. We then estimated the current supply of specific health service resources such as physicians and hospital beds by state. We combined these sources to calculate the number of current and additional visits per provider.
Current Annual Health Service Utilization
The 2010 MEPS data were used to estimate the total number of medically related visits made by the entire population in 2010 by geographic region for the following provider or service categories: internal medicine, family practice, pediatrics, all primary care, obstetrics and gynecology, psychiatric, medical specialties, surgical specialties, emergency room, outpatient services, and prescription drugs. The MEPS data include both visits to clinics and community health centers in their office-based visit calculation; thus, these types of visits are included in our estimates of increases in office visit demand.
We allocated regional health services to each state according to that state's population (from the U.S. Census Bureau) as a proportion of the region's total population.
Projected Health Service Utilization
To determine utilization patterns of individuals who will gain insurance under the ACA, we combined yearly data from MEPS for 2006 to 2010. We selected a sample of individuals who were uninsured for the first year they were in the sample. We divided this sample according to income eligibility for Medicaid or the health care marketplaces. We then examined the service use of these populations in the second year of the sample, when some of them had gained insurance. For each of these subsamples, we ran negative binomial regression to predict utilization patterns for each category of service or provider. To predict utilization patterns of the newly insured, we turned to two reports released by the 
Number of Primary Care Physicians
The 2010 supply of primary care, internal medicine, family practice, general practice, and pediatric physicians were obtained from the Agency for Healthcare Research and Quality (AHRQ) publication, surgical specialty physicians, as well as the supply of physicians specializing in psychiatry and obstetrics/gynecology, was obtained at the national level and state level estimates were calculated using similar methods described above. It is important to note that all physician supply estimates indicate the number of all physicians, both full-time and part-time, and do not report the number of full-time-equivalent physicians. Last, the existing supply for inpatient, outpatient, and emergency room services were calculated using data from the 2010 Area Resource File.
24 Inpatient values reflect the supply of inpatient beds in each state; emergency room and outpatient estimates reflect the number of hospitals with emergency departments or outpatient services in each state.
Number of Visits per Physician
We first took the current number of visits for each service category and divided the number of these visits by the current supply in each state. The same method was repeated using projected additional visits and total visits (current visits + projected additional visits) to obtain state averages of the number of visits per doctor annually.
Wait Times and Physicians per 100,000 People
We compared the average appointment wait times for primary care visits to the ratio of the local supply of primary care physicians per 100,000 
